The assessment of the stomach pathologies is not commonly included in the scanning protocol of upper abdominal ultrasound. However, in patients presented with epigastric pain, careful assessment of the stomach wall thickness and epigastric peritoneum for signs of pneumoperitoneum may sometimes yield invaluable information. We present a case of sealed off perforated gastric ulcer at gastric antrum detected by transabdominal ultrasound. The diagnosis was confirmed by laparotomy. (Hong Kong j.emerg.med. 2011; 18:116-119) 
Introduction
Upper abdominal pain is a common presentating symptom in many patients attending accident and emergency department. This case report illustrates the potential ability of transabdominal ultrasound in detecting the underlying pathology if a detailed search has been conducted.
Case report
An 82-year-old man presented to the emergency department with persistent fever and upper abdominal pain for 4 days. His upper abdomen was tender but there was no guarding. His white cell count and total serum bilirubin were slightly elevated.
Urgent ultrasound (USG) of the upper abdomen was arranged to exclude biliary obstruction or acute cholecystitis. On examination, no dilatation of the biliary tree was demonstrated. At the site of clinically indicated tenderness over the midline of upper abdomen, a small oval hypoechoic collection was seen abutting the gastric pylorus ( Figure 1a ). Uneven thickening of the peritoneum of the upper abdomen was seen. There was also mild thickening of gastric wall at pylorus (Figure 1b) . The hypoechoic collection at pylorus was seen extending more cephalad to communicate with another larger collection in the upper midline abdomen (Figure 1c) . No definite ring down artifact was seen near the epigastric peritoneum to suggest the presence of pneumoperitoneum.
Compared with the normal USG appearance of the epigastric peritoneum and gastric antrum were included for reference (Figure 2) , the preliminary USG diagnosis of sealed-off perforated peptic ulcer was made. Supplementary plain computed tomogram of the upper abdomen was arranged (Figures 3a-d) . The CT findings were consistent with the USG findings. The additional information of small amount of fluid in the superior recess of the lesser sac ( Figure  3d ) further indicated the presence of stomach pathology.
Laparoscopy confirmed the diagnosis of sealed-off perforated peptic ulcer related to chronic gastric ulcer. A 2 cm abscess was noted at the superior aspect of the gastric antrum and lesser curvature, walled off by lesser omentum. Small amount of turbid fluid was seen at the lesser sac. Patch repair was performed. The patient was well after the operation.
Discussion
Gastric pathologies are frequently encountered in patients with epigastric pain. This case report illustrates the possible role of abdominal ultrasound in detection of abnormal findings outside the liver in patient presented with acute abdominal pain and fever. Operator should take the opportunity in looking for pathology that may not include in the routine scope of ultrasound examination. Sonographically, the thickness of the normal gastric body and antral wall in a nondistended stomach can be measured up to 5 mm. 1 The average gastric wall thickness in patients with gastric neoplasia is reported as 15.9 mm. 2 The thickness of the gastric antrum in our case was 8 mm. It was above the normal thickness but less than the average neoplastic wall thickness. The possible USG differential diagnosis would include inflammatory and neoplastic processes. The presence of recent history of fever, upper abdominal pain and USG findings of fluid collection in the upper abdomen abutting the gastric antrum would suggest an inflammatory process. As there was no definite enhancement of the peritoneal stripe with ring-down artifact 3 to indicate pneumoperitoneum, the USG diagnosis of "sealed-off" perforated gastric ulcer was suggested. This was later confirmed by laparotomy findings. Gastritis without perforation can certainly lead to gastric wall thickening, however, it does not usually associate with large adjacent collection making gastritis as a standing alone diagnosis much less likely in this case.
Assessment of the stomach and epigastric peritoneum during ultrasound scanning of the upper abdomen in patients with epigastric pain may sometimes provide clue to the underlying pathology. Proper ultrasound examination of the stomach may require adequate distension of the stomach by fluid and various positioning of the patients. However, this may not be advisable in patients with possible perforated peptic ulcer. In most cases, patients with epigastric pain will have gaseous abdomen and stomach. Potential abscess or extraluminal gas will be obscured by bowel gas.
